P hysical and psychiatric symptoms often occur together. In both hospital and primary care the presence of one leads to a worse outcome in the other. 1 For instance, physical illness has a large, immediate effect on depressive symptoms, while further depressive symptoms are associated with increased subsequent physical morbidity. Among all outcomes, it is the increase in mortality that is of most concern. The death rate for people with mental illness is around 70% higher than for the rest of the population, even after adjusting for demographics, including socioeconomic status. 2 In the case of schizophrenia, the risk is considerably greater. 3 Patients with major mental illnesses, such as schizophrenia, and major depressive, bipolar, and delusional disorders, can die up to 25 years earlier than the general population. 4 Contrary to common perception, it is not suicide that accounts for most of these deaths among people with mental illness, but common diseases such as heart disease, cancer, and chronic lung disease. 2 Excess mortality from these diseases is 10 times that of deliberate self-harm yet receives little attention when compared with suicide prevention. Nova Scotian data suggest that while 100 people a year will die of suicide, an additional 1000 people with psychiatric illness will die of preventable physical disease than would be expected if their mortality risk was the same as the general population. 5 This represents about 33 000 potentially preventable deaths for Canada annually.
The first In Review paper in this issue, by Dr David Lawrence, me, and Ms Joanne Pais, 6 examines in detail the scale of the problem. Even though the risk of mortality is greatest for people with severe mental illness, such as schizophrenia, in terms of absolute figures, 72% of excess deaths occur in patients who have only ever attended general practice for their psychiatric care. 5 This is therefore an issue for all clinicians, not just those in mental health settings. It had been thought that the increased mortality noted in earlier papers might be explained by overcrowding or poor levels of medical care in large institutions. 7 With the move to treatment in the community, this cannot be the explanation now. Further, the disparity in the mortality risk between people with mental illness and the general population has actually increased during the last 20 to 30 years. 2, 3 What are the possible explanations? In part, psychiatric patients have not benefited from preventative measures that have reduced the incidence of chronic disorders such as cardiovascular disease in the general population. Although many of the risk factors for cardiovascular disease, cancer, and other major natural causes of death, such as smoking, obesity, and hypertension, are potentially modifiable, people with mental disorders appear to miss out on appropriate preventative care. For instance, patients with severe mental illness are less likely to be assessed or treated for hypertension or hyperlipidemia in ambulatory and primary care. [8] [9] [10] [11] [12] This is despite higher consultation rates with family physicians among people with severe mental illness, compared with those of the general population. 13 The issue may therefore not always be the quantity of care, but also its quality.
Tobacco is a case in point. Up to 80% of patients with chronic schizophrenia smoke. 14, 15 Nevertheless, clinicians may be missing opportunities to help psychiatric patients quit, even though there are effective treatments available. In a survey of patients admitted to a smoke-free psychiatric unit, nicotine replacement therapy was only prescribed in just over one-half of the smokers, even though they showed evidence of nicotine withdrawal. 16 Less than 1% were encouraged to stop smoking, referred for a formal cessation program, or provided with nicotine replacement therapy on discharge. Among outpatients, psychiatrists are less likely to offer smoking cessation counselling than family physicians. 17 Psychiatric patients receive cessation counselling in only 12% of visits to a psychiatrist, compared with 38% of primary care contacts. 18 Closer to home, psychiatrists may consider the medical care of their patients to be beyond the scope of their care. Some may also be reluctant to perform general physical examination of their patients, fearing that this would disrupt the therapeutic relationship. 19 Two-thirds of psychiatrists have never physically examined their patients. Only 8% of psychiatric outpatients receive a physical examination. 20 However, as Dr Lawrence, Ms Pais, and I highlight, 6 lifestyle, with factors such as smoking, is not the sole explanation. The incidence of many cancers is no higher than the general population, while mortality is greater. If lifestyle were the sole cause, incidence should more closely match mortality. Less data are available for other disorders such as cardiovascular disease; however, they share many of the same risk factors such as obesity, tobacco, and alcohol. If people are no more likely to develop a disorder, but are more likely to die of it, this suggests increased case fatality and possible issues around treatment. Lastly, psychiatrists need to be aware of the potential risks of psychotropic medications when selecting therapy, and that these are greatest in the initial years of treatment. 21 Patient-based explanations could include lower compliance with treatment, problems with communication, or difficulties in giving informed consent. But there may also be issues for providers. It may be that chronic physical disease may be more difficult to spot in some patients with a preexisting psychiatric condition, given symptom overlap. Somatic complaints such as poor appetite, weight loss, or decreased energy may have both psychiatric and physical causes. Access to treatment may also be a possible explanation for increases in case fatality. For example, psychiatric patients are more likely to die of disorders such as cardiovascular diseases, but are less likely to receive the appropriate treatment such as cardiac catheterization or coronary artery bypass grafting. 6, 22 The companion In Review paper, by Dr Chris J Bushe and Dr Richard Hodgson, 23 further explores the complexity of the problem in relation to cancer. For instance, there is a lower risk of lung cancer than expected when incidence is adjusted for smoking rates. Further evidence of a protective effect of schizophrenia against cancer derives from the reduced risk of cancer in parents of patients with schizophrenia.
Notwithstanding these intriguing findings, how should we address the issue of excess mortality from chronic physical disease, in general, in people with severe mental illness? Removing the stigma attached to mental illness in society as a whole, and within the health professions, is crucial. People with a psychiatric disorder should be encouraged to register with a family physician. And family physicians have to be educated to be more thorough in the examination of patients with mental illness, rather than assuming symptoms are related to the psychiatric condition. Shared mental health care models may also help. Integrating psychiatric and general medical care at a single site, or increasing the role of psychiatric providers, in general, and preventive medical services, may be possible solutions to this problem. 24 Toolkits, produced by the Canadian Collaborative Mental Health Initiative 25 for use in primary care, emphasize the need to monitor physical health, especially in people with severe mental illness.
In addition, mental health service facilities need to provide physical examination facilities, including basic items such as blood pressure monitors and stethoscopes. Refresher training in the detection, management, and prevention of chronic medical conditions should be regularly provided for mental health clinicians. This could be complemented by guidelines for managing physical health, such as those of the American Diabetes Association and others. 26 Certain high-risk groups should be targeted, such as patients with severe mental illness and those receiving atypical antipsychotics. 25 In the longer term, under-and postgraduate training programs should give more emphasis to the physical and psychological problems of psychiatric patients.
One in 5 Canadians has a psychiatric disorder and so the increased mortality rate in this population is a major public health concern. Should this be a priority for the Mental Health Commission of Canada?
